In 11 years and 3 months, 2037 
In 11 years and 3 months, 2037 [6, 7, [9] [10] [11] [12] . Kuroyanagi and colleagues suggested the use of early cholangiography in evaluating these cases in order to determine the subsequent management plan [13] . While (Fig. 1) . In some cases, only intraluminal filling defects in the distal CBD (with or without an associated tumour cast) were seen. These filling defects were not unlike those seen in choledocholithiasis. However, the edges of these filling defects due to tumour fragments were irregular, softer and less well-defined than those due to stones (Fig. 2) . The whole of the CBD and hepatic ducts contained fluffy intraluminal filling defects due to blood clots secondary to haemobilia, thus obscuring the underlying lesion (Fig. 3) dilation of the ductal system. In addition, diffuse tumour involvement with stretching and displacement of the intrahepatic ducts in the whole liver were prominent features (Fig. 4) . In some patients, the main obstruction was extrinsic compression of the CBD by enlarged lymph nodes at the porta hepatis (Fig. 5) 
DISCUSSION
The pathology, clinical course and outcome of the majority of these patients have been reported elsewhere [14] . This study deals specifically with the cholangiographic features found to be pertinent in the diagnosis and management of obstructive icteric type HCC at our institution. The description of 3 main types of cholangiographic appearances by Lee et al., emphasised the extrahepatic and intrahepatic appearances of the ductal system [6] . It is obvious from their description, that overlap of the different types of appearances occurs within a single case, thus giving rise to ambigious information on the biliary tree which would affect management planning. In contrast, we place sole emphasis on the initial cholangiographic appearances of the main ductal system at the hilum in guiding us on our subsequent management. Obstructive jaundice due to an underlying HCC occurs only when the main biliary ductal system has been occluded by an intraluminal lesion or by an extraluminal compressive force. The former can occur in 3 ways: (1) after invading a branch of the intrahepatic ductal system, the tumour grows distally towards and into the CHD and the tumour cast obstructs biliary drainage from both liver lobes; (2) tumour fragments having separated from the proximal intraductal growth fall into and obstruct the distal CBD; and (3) Re[erences
